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Objective: Shared decision making (SDM) is infrequently seen in clinical practice despite four decades of efforts.
We propose a need to explore what SDM asks from doctors in terms of enabling competencies and necessary,
underlying qualities, and how these can be nurtured or suppressed in medical training.

Skills . . Discussion: Key SDM tasks call for doctors to understand communication and decision mechanisms to carry them
Professional qualities . . . S

Implementation out well, including reflecting on what they know and do not know, considering what to say and how, and
Barriers listening unprejudiced to patients. Different doctor qualities can support accomplishing these tasks; humility,

flexibility, honesty, fairness, self-regulation, curiosity, compassion, judgment, creativity, and courage, all rele-
vant to deliberation and decision making. Patient deference to doctors, lack of supervised training opportunities
with professional feedback, and high demands in the work environment may all inflate the risk of only super-
ficially involving patients.

Conclusions: We have identified ten professional qualities and related competencies required for SDM, with each
to be selected based on the specific situation. The competencies and qualities need to be preserved and nurtured
during doctor identity building, to bridge the gap between knowledge, technical skills, and authentic efforts to

achieve SDM.

1. Introduction

[Chronic] patients present for assistance not as a collection of organ
systems, one or more of which may be dysfunctional requiring scientifically
indicated technical and pharmacological interventions, but rather as integral
human beings with narratives, values, preferences, psychology and
emotionality, cultural situation, spiritual and existential concerns, possible
difficulties with sexual, relational, social and work functioning, possible
alcohol and substance abuses and addictions, worries, anxieties, fears, hopes
and ambitions - and more [1] (p. 2).

Shared decision making (SDM) is a model of clinical decision making
that aims to involve patients in decisions about their care, and is often
described as a communication technique. Patient and medical profes-
sional organizations, governmental bodies, and legislation increasingly
support SDM [2-5]. Also, SDM is increasingly often a subject in medical
curricula [6] and continuing medical education [7]. Many tools have
further been developed to support SDM, including patient decision and
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conversation aids [8,9], question prompt lists [10], and decision
coaching [11,12]. Research on SDM has grown exponentially over the
past decade, also showing how it may reduce burnout among doctors
[13]. Note that it should not be deemed as a “one size fits all” solution:
even if for many decision situations SDM is appropriate or even indi-
cated, for some it can be inappropriate or even harmful [14,15]. SDM is
still not routine practice, despite its obvious ethical roots and empow-
ering effects [16-19]. Barriers and facilitators to SDM have been iden-
tified at system, interactional, and individual levels [17,20,21].

In this paper, we will propose what may make the routine uptake of
SDM difficult, taking one step further than the barriers that are
commonly reported, such as doctor training, time, or patient health
literacy [19]. Key to understanding the low prevalence of SDM in clin-
ical practice may require an understanding of barriers and facilitators at
a deeper level. As a starting point, we will use the commonalities
identified between definitions of SDM [22]. Then, we aim to explore the
following question: What does SDM “ask” from doctors and patients,
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given what the process entails? We will seek answers at the level of
enabling competencies, and at a deeper level of essential and underlying
‘qualities’. Moreover, we will consider conditions that may foster or
hinder doctor efforts to involve their patients in decision making, or
patients to become involved, and achieve person-centered care.

2. Enabling competencies that shared decision making tasks
require

SDM definitions usually describe SDM processes in terms of behav-
iors, tasks, and/or responsibilities that doctors should display and
accomplish, and to succeed would also require patients to participate
actively. In a 2019 review, the following seven key components were
present in more than half of 40 SDM definitions: Create choice awareness,
Describe treatment options, Tailor information, Learn about the patient,
Patient preferences, Deliberate, and Make the decision [23]. These all relate
to tasks that may be taught and trained. Measures of SDM, not surpris-
ingly, also largely reduce SDM to technical or behavioral skills, leaving
aside aspects conveying humanistic communication [24]. As straight-
forward as the identified tasks may seem, their enactment in practice
entails more than simply the application of particular behaviors. It re-
quires true partnership with patients [25]. This view is shared by some
of doctors’ professional development frameworks, like the Canadian
CanMEDS [26]. However, if a framework like CanMEDS focuses on roles
(e.g., collaborator, leader) and related abilities (e.g., situational
awareness, time management) required to meet overall patient needs,
we will focus here on the mindset (the internal qualities and concrete
competencies) needed specifically for decision talks with patients. Let us
illustrate our argument for each of the key components, or tasks, of SDM.

2.1. Creating choice awareness

This task presumes deliberately and explicitly acknowledging un-
certainty about the most appropriate next step. This is one of the
enabling competencies that especially features the doctor’s roles of
medical expert and scholar [26]. It requires questioning one’s assump-
tions about the better option, and willingness to allow more possibilities
to remain open [27]. Moreover, knowing that one does not know, not
yet, not fully or not at all, is a pervasive state in medical practice [28]. It
is a burden that doctors can be trained to bear [29,30] and may be part
of their calling as a doctor. Still, it may often induce negative psycho-
logical effects, such as feelings of stress, vulnerability, and self-blame
[31], and be a source of fear or apprehension towards their patients
[32]. Indeed, most patients seek safety, security and certainty when
faced with a possible existential threat [33]. Evidence on the effect of
tolerance of uncertainty is limited [34], but suggests that it may affect
what information doctors provide about test results [35], what options
they recommend [35,36], and their propensity to decide what is better
for their patients [36]. All these influences challenge the very first step
in an SDM process. Patients on the other hand, need to understand why
they should provide their views and opinions, and need to be willing to
contribute their perspective [37-39]. Both of these circumstances may
not necessarily be readily met [40].

2.2. Describe treatment options and Tailor information to individual
patients

During these tasks, doctors, first, need to have the scholarly abilities
to identify and evaluate pertinent evidence, integrate it into practice,
and translate it to individual patients [26]. Prognostic information can
be a crucial piece in decisions [41], yet, it is insufficiently taught and
managed [42]. Understanding probabilistic information can be chal-
lenging, as is estimating probabilities based on the integration of prior
likelihoods and new (diagnostic) pieces of information. Furthermore,
predicting future events is bound to be uncertain and doctors’ tolerance
for uncertainty can affect discussion practices [43]. In the process of
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teaching patients, doctors need to know about and be aware of effective
communication strategies, including using plain language, providing
well-curated information, and assessing patient comprehension. Doctors
however overestimate the effectiveness of their communication
[44-46]. Patients often do not correctly understand their diagnosis,
prognosis, or treatment options [e.g., 47,48]. Moreover, how doctors
present and frame information may steer patients towards particular
options in different ways [49-51]. They may present only a subset of
available options, or provide more arguments for some. They may do
this based on their intuitive assessments of patients’ disposition or of
how appropriate options are [52]. Steering may take more subtle forms
too, when doctors use communication that consciously or unconsciously
drives patients towards the option they think is in their patients’ better
interest [53,54]. The power of framing effects in affecting treatment
choice has been explored for probabilities of outcomes, although evi-
dence is still limited [55,56]. Fundamentally, doctors, and patients, need
to be conscious of the risk of falling prey to cognitive biases. Common
biases include those such as availability bias, leading doctors to over-
estimate the probability of adverse outcomes, or action bias, resulting in
recommending or accepting intervention when watchful waiting or
supportive care may be better suited [57]. Moreover, patients may find
it difficult to hear or accept information about options. It can be
confrontational to learn for example that none of the available options
will cure their condition, that undergoing treatment may result in
long-lasting and/or serious side-effects, or that only palliative treatment
is possible. In case patients react emotionally to the information they
receive, this may be challenging for doctors. Doctors may not attend to
patients’ emotions because they do not know how to, or find this con-
fronting [e.g., 58]. Emotions may additionally (temporarily) limit pa-
tients’ understanding of information [59]. They may focus on just one
piece of information, and neglect relevant information [60,61].

2.3. Learn about the patient and patient preferences

In general, and especially when there is no best option based on the
medical evidence, it is critical to learn about the patient, including pa-
tients’ willingness to partake in the decision-making process. Not all
patients want to participate in decision-making, yet this may point to-
wards feelings of inability rather than unwillingness [40]. Commonly,
patients find it relevant that their preferences are taken into account [e.
g., 62]. Doctors will need to elicit patients’ preferences and deliberate with
them, but doctors rarely elicit information relating to the patient’s
personal values, context, or preferences [40,63]. Patients, on the other
hand, can find it hard to see merit in contributing such personal data
[20]. This may be because they are not used to do it, do not see the
worth, or do not want to. Moreover, doctors may find it difficult to
engage patients in sharing personal information without creating rela-
tional misunderstandings, or unduly burdening patients. For patients, it
can be challenging to bring forward questions and concerns [64], and to
become clear on their preferences and most valued goals [65]. To
consider all relevant information is expected to require time and, when
done deliberately, cognitive effort. It may also be emotionally
demanding [66]. When patients express preferences, doctors may need
to investigate patients’ rationale for them to judge how well-informed
the preferences are. This judgment is mostly to make sure patients un-
derstood the relevant information and to remove potential
decision-making bias [67]. When a patient’s preferences go against the
doctor’s, the doctor’s ability to be open to disagreement may help them
to feel comfortable to accept it. Importantly, throughout the deliberation
process, doctors need to take patients seriously. Although self-evident,
this might not happen if a doctor judges a patient’s mental capacity to
oversee their situation to be limited. Patients may then easily not feel
listened to [68,69]. Doctors may also question or dismiss the validity of a
patient’s story if they find it unusual and difficult to interpret [70].
Dismissing may also happen to some extent where the fine line between
convincing argumentation and persuasion is exceeded [50]. That is,
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doctors may formulate the patient’s position in ways that in fact dele-
gitimizes it, and puts indirectly forward the doctor’s opposing views.
Patients may accept these reformulations either implicitly or explicitly.
If they do, their original views will be turned into views that are more
congruent with the doctor’s. This will then potentially inform a decision
that does not truly incorporate what the patient actually shared.

2.4. Deliberate and make the decision

In the final phase of the process, actually fostering patient autonomy
requires doctors to have genuinely listened to their patients. This will
enable them to incorporate the patient’s goals of care as best as possible.
It will also help make sure that patients feel comfortable even choosing
against the doctor’s recommendation, without threatening the rela-
tionship [71]. The better doctors are able to explain how they took into
account what they have learned about the patient so far, the more we
expect patients to see value in, and to be willing to, share their views.
Patients will instead keep personal information to themselves if doctors
base their recommendations on medical factors [72], do not incorporate
patients’ values explicitly [73], or provide recommendations uncon-
nected with patients’ personal views [72,74,75].

To summarize, the key tasks in SDM processes may seem technically
simple, but call for doctors to know about and understand communi-
cation and decision mechanisms to carry them out well. Doctors need to
reflect on what they know and do not know, on their preconceptions,
and their natural preferences. They need to consider what to say, and
how. Further, they need to listen unprejudiced to their patients, each
time again, and to formulate recommendations that fit with their pa-
tient’s story.

3. Underlying qualities essential to shared decision making

SDM tasks are like the leaves and branches of a tree, visible for all to
see and measure. Supporting them are enabling competencies, like
essential transferable-skills. At the core of these competencies, giving
them meaning and direction, are intrinsic professional qualities, like the
roots of a tree, hidden underground [76]. Already in 1991, researchers
were arguing that we know almost nothing about the personal qualities
of doctors that influence clinical encounters [77]. These personal qual-
ities or character strengths, although stable, are malleable and
constantly shaped, influenced and formed by experiences and contexts
[78]. In the case of SDM, it is especially hard to imagine the required
tasks in meaningful action, without a sense of the underlying qualities.
We can imagine for example doctors doing the task of “creating choice
awareness” in a technically correct way, but without the underlying
qualities of flexibility, courage and humility, this task in action may not
realize its deep, intended function. With this section, we will point to
doctor qualities that could particularly nurture the enactment of the
SDM tasks and the realization of the enabling competencies described
above. We will further touch upon what qualities patients need to
meaningfully participate in decision processes.

3.1. Create choice awareness

As explained in the previous section, this task presumes, among
many, the competency of tolerating uncertainty. To fully transcend the
uncertainty required by SDM, doctors (and patients as well) need the
humility to intentionally accept it, the flexibility to move across varied
psychological responses and perspectives, and the courage to jump into
the unknown [31]. Humility is a doctor’s professional value mentioned
in professional development programs [26], and considered as funda-
mental [79,80]. However, it is not easy to come by, especially in SDM
[81]. Indeed, many patients want to feel that their doctor is in control of
their health condition and can make the right choices for them. In these
cases, being humble and admitting uncertainty may especially feel like a
breach in the obligation to provide care, and generate anxiety. Doctor’s
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humility may need patients to be courageous and take some re-
sponsibility for action. It may also need cognitive flexibility from both
sides. Cognitive flexibility—that is, being able to hold multiple views or
to change or reframe a thought, situation, or perspective [82] —is a
neurologically-based, trainable quality associated with indicators of
psychological health [83]. From the doctor’s side, it may help to try and
put themselves in the patients’ shoes and forecast possibilities and re-
actions. From the patient’s side, it may help seeing the doctor’s stance of
not having a straightforward direction, and/or embracing the eventually
unexpected scenario of a decision to make.

3.2. Describe treatment options and tailor information

The SDM task of describing treatment options requires a strength of
intellectual honesty, with fairness and integrity, to embrace a fair pre-
sentation of possible options [84]. The specific awareness of the role
played by framing effects and cognitive biases in influencing choices
when “describing treatment options”, rests also on qualities that imply
self-regulation and interactional monitoring. That is, to see how the way
adopted to formulate a message can potentially shape — and is concretely
shaping — the perception of the other person, such as the patient. These
self-regulatory and monitoring qualities may clearly show when doctors
check patient understanding, when they sense that patients are not
following as expected. The same qualities are as well crucial to tailor
information based on on-going replies and reactions from the patient.
Every utterance is then fine-tuned with the meanings constructed so far,
in a purposeful dialogic process [85]. In the process of providing in-
formation about possible options, the courage of patients in speaking up
when they do not understand, can particularly help doctors in articu-
lating options and tailoring information as best as possible. Patient’s
curiosity to understand and learn about medical care, can activate them
to ask questions about the information they receive from the doctor. This
will foster their engagement in a “shared” information process, and help
them to listen, understand and remember information about treatment
options.

3.3. Learn about the patient and patient preferences

When moving towards SDM tasks that clearly reorient to the indi-
vidual patient, the role of doctors’ curiosity stands out. How can a doctor
“learn about the patient” or explore “patient preferences” without being
curious about that specific person and his/her life? At the very least,
what patients value and consider important in living their lives, is
essential to what care fits that life better. Without doctors’ curiosity for
that stance, it appears difficult to even start the process. Curiosity,
generally defined as the desire for knowledge that sparks exploratory
behavior, represents one of the most fundamental and pervasive aspects
of humanity [86]. In medicine, it is mentioned as a universal antidote to
a disease-centered practice. It is an antidote to the natural tendency and
expectation to cure by doing/acting rather than to care by wonder-
ing/asking about the specific situation of that person [87]. Medical
educators clearly recognize curiosity as a desirable quality [88-90]. It is
also cited among attributes of professionalism in the Accreditation
Council for Graduate Medical Education [91]. However, we know little
about the critical pathways that lead doctors to acquire, demonstrate,
and nourish/maintain curiosity. Engaging with a doctor who is curious
about a patient, may also require a certain openness from the patient to
share information about their lives. When exploring and entering into
the patient world, curiosity may need to be paired with the humani-
tarian quality of compassion [92]. With this quality, doctors’ emotional
caring for the patient ensures that patients do not feel alone or threat-
ened by explorative questions.

3.4. Deliberate and make the decision

The deliberation stage of SDM is when preference-based, informed
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decisions take shape. Many more or less aligned scenarios are possible at
this stage. Overall, the intellectual quality of judgment appears crucial to
both doctors and patients to exercise critical rather than faulty thinking,
weighing the evidence fairly, and examining the evidence, including
patients’ preferences, from all sides rather than jumping to conclusions.
Doctors further need prudence in proposing a choice, and the flexibility
and open-mindedness to think things through, weigh all possibilities
fairly, and eventually being able to change their mind. Therefore, to
delegate to some degree of control and make patient preferences
emerge, judgment necessitates a good dose of humility and respect to not
regard doctors’ own preferences as more valuable [76]. Some creativity
may be needed, to find the most suitable decision in cases of conflict
between doctor and patient preferences about treatment options. Some
further curiosity from doctors may also be required, in cases when the
choice does not emerge as self-evident and patients struggle to clarify
what matters most to them. Finally, the courage to do the right and speak
the truth, especially when doctors (and patients) decide to go against
usual practice and/or need to face some internal or external opposition.
Courage has indeed been seen as “a matter of the heart”, an “inner
strength” that helps doing what is right without letting anxieties and
fears take all the place [93].

To summarize, different doctor qualities can support in different
ways and to different extents accomplishing the tasks of SDM (and,
potentially, other). If doctor interpersonal qualities related to explora-
tion and relationship-building may be particularly crucial in the starting
phases, intellectual qualities necessary for judgment and decision
making may be decisive in the decisional phases.

4. What may hinder the nurturing of inherent competencies and
qualities?

So far, we have described how certain personal competencies and
qualities in doctors and patients can enable SDM tasks and, more in
general, high-quality person-centered care. SDM in itself is a process
requiring more than ‘just’ providing good information and eliciting
patients’ preferences, as definitions show [22]. We propose that for SDM
processes to unfold, it further requires competencies and underlying
qualities from doctors, character strengths such as courage, humility,
and flexibility — and ability to avoid making assumptions, handle fear of
losing control or a desire to hide incomprehension. We now wish to
point to doctor-, patient- and work-related factors that can nurture or
hinder these competencies and qualities, and thereby provide some
possible reasons for the slow implementation of SDM.

4.1. The doctors

There may be different external and internal reasons for someone to
decide to start medical school and become a doctor [94-97]. Therefore,
individuals with different personalities, competencies, strengths, and
values may decide to study medicine. Some of the qualities we
mentioned, like empathy, a sub-aspect of compassion, have recently
been proposed as part of the screening criteria for admission to medicine
[98]. Indeed, there is a general movement towards including
non-academic, personal qualities into selection criteria for medical
school [99]. We do not suggest that students should be assessed for all
the qualities mentioned when entering medical school. What we do
suggest is that these qualities must, and can, be developed as integral
parts of a doctor identity-building process during the medical curricu-
lum. What we see in fact is a possible decline in some of the qualities
during medical education [100]. Furthermore, some students may
already hold some or many of these qualities, while others may not. We
envision the creation of a culture in medical schools and beyond where
professional competencies and qualities are integrated and nurtured,
and where students and doctors can receive continuous opportunities for
preserving and stimulating these qualities. We question to which extent
this is a focus of medical curricula worldwide [101,102]. Regarding

Patient Education and Counseling 114 (2023) 107801

uncertainty for example, reliance on multiple-choice questions with
correct answers at early stages of medical training, suggests that there
are single best answers in clinical care. This certainty does not fit with
actual clinical practice. Unintentionally, medical students are taught
that not knowing that best answer is a mark of incompetence [103]. To
counteract such possible feelings of inability, peers and senior col-
leagues should make clear that uncertainty is expected and part of
clinical practice. By being explicit about it and asking for and offering
help, a culture can be built that accepts and even embraces uncertainty
[103]. Further, while fortunately communication skills training is now
commonplace at least in Western medical schools, it is mostly being
taught as a prescription of how to manage communication tasks, often
ignoring basic teaching about human interaction in general [104] and
lacking a connection between the skills taught and person-centered
theory [105]. Postgraduate specialist training is for the most part void
of focus on communication: while all technical skills are regularly
trained under supervision, doctors are rarely observed in clinical en-
counters and given feedback on how they communicate. In fact, even the
basic educational communication skill on how to supervise and give
feedback in a constructive way is not something most doctors were
taught. So it is more or less a matter of luck when a young doctor learns
valuable professional qualities from the relationship with superiors. The
hidden curriculum plays a huge role in nurturing or hindering medical
professionalism [106]. Pedagogy is not part of the medical culture, and
it is hard to implement because of the work environment.

4.2. The work environment

The demand for healthcare is insatiable, even in affluent countries. In
fact, the inverse care law explains how people seemingly need or at least
want more care the better off they are [107]. As a consequence doctors’
work load is high, which makes it hard to accommodate sufficient su-
pervision. Furthermore, with the increasing amount of information
available to the public — and rights legislated — expectations of being
sufficiently informed and treated correctly rise. With the rapidly
changing knowledge base of medicine, this imposes a fear of not being
up to standards among doctors, leading to adverse reactions like
providing too much oral information or too much documentation in the
record to avoid litigation. Both are very inefficient practices. At the same
time, with medical information being widely available on the Internet,
doctors should be encouraged to search for relevant options and evi-
dence. This is part of the process of continuous learning, and to make
sure they know the best treatment options available. However, the
overload of electronic information may complicate the task, and this
happens also during the medical visit where the amount of recorded
information makes it not always easy to find what is relevant. This is one
reason for the frequent observations of doctors watching the computer
while talking to patients. Moreover, modern medicine is complex and
highly specialized. Sub-specialization leads to fragmented healthcare
that makes effective teamwork and open communication difficult. Both
have been shown to lead to less diagnostic errors and foster better
outcomes [108]. Sub-specialization can result in the treatment of indi-
vidual patients being parceled and factory-like. The work environment
hence tends to separate doctors from time with patients [109]. Time
pressure itself is often reported as a barrier to SDM [21,40,110]. At this
point, there is little evidence showing that consultations last longer if
patients were more involved in decision making, although it does
require a time investment from doctors at the beginning to acquire the
necessary skills [111]. Also, actual time may be limited while perceived
time may be longer. That is, doctors may buffer untoward effects of time
pressure for patients, such as by making patients feel as if the patient is
at the center of the doctor’s attention, right then and there [112].

4.3. The patients

Doctors are educated people, quite often also offspring in families in
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which education has been highly valued. Also, members of these fam-
ilies more often than not are used to being in a position to have a say in
how to manage their lives. Although a should be condition in humanity,
this is not the reality of large groups in society. If you are not used to
being asked for your opinion or being allowed to choose simple things
like when to have a lunch break at work, to make decisions is a scary
task. The deference for doctors builds partly on what doctors know and
what they can do, partly on a general trust in their benevolent intention.
When ill, many people feel vulnerable and often prefer to trust what the
doctor decides to do because they are in dire need. The societal parallel
can be observed in difficult times: when economy drops and more and
more people suffer from unemployment or lack of basic commodities
like food, housing, and safety, they seek charismatic and seemingly
benevolent leaders who promise that they have solutions. And then,
democracy is at risk.

To summarize, doctors are at risk of only superficially involving
patients in decisions. This may be the consequence of patient deference
to doctors. Doctors may further lack enough opportunities during
medical training to develop/maintain and incorporate the qualities
described as part of their professional identity. The scant attention paid
to high-quality communication training may further not prepare doctors
enough for SDM conversations. These conversations are further
hampered by the task of staying up-to-date scientifically and gathering
and digesting the clinical information available while attending to busy
schedules.

5. Conclusion

We have explored possible reasons for the slow uptake of SDM in
healthcare settings. We propose that the reason is a misconception that
SDM is a rather simple process that doctors can do, provided some skills
training. It is not. We have found a broad spectrum of observations and
arguments to support that SDM is actually a very complex task that re-
quires a range of competencies and underlying qualities in doctors, and
to some extent also in patients. We are aware that what we are proposing
as required for accomplishing SDM may seem daunting to achieve, and
that to effectively engage in SDM may ask a lot from doctors. However,
even if SDM can involve a variety of competencies and qualities, their
enactment can be quite simple. As Street proposes, SDM is both complex
and simple [113]. First, these qualities are to different extents present in
each of us, and are nurtured by experiences and interactions from
childhood and adolescence to medical school. Many medical students
and future doctors, therefore, already hold many of these qualities,
either naturally or through learning. Moreover, the relevance of many of
these competencies and qualities will vary situationally, and the key
point is actually identifying and applying what is needed for each situ-
ation. Wise doctors will need and learn to recognize which of these
qualities fostering SDM are required in each situation. Finally, SDM will
possibly be easier in the future when patients will be more and more
sensitized to engage and actively participate.

However, since medicine is strongly influenced by the natural sci-
ences, the immense amount of knowledge needed to become a doctor
leads for many to cognitive overload which may suppress those quali-
ties. We propose that medical students and doctors may need to receive
continuous opportunities to nurture them. We therefore propose that
qualities such as humility, flexibility, honesty, fairness, self-regulation,
curiosity, compassion, judgment, creativity, and courage must be
nurtured throughout medical training from novice students to experi-
enced specialists, as the fundament to the essential transferable-skills, or
competencies, to perform the tasks of SDM. Nurturing these qualities can
only be achieved by regular reflection work among colleagues as part of
the forming of a professional identity. We propose that continuing
attention to professional qualities is necessary to bridge the gaps be-
tween knowledge, technical skills, and doctors as living beings. This has
the potential to help doctors as well as patients to reach better mutual
understanding and meaning creation. It may increase job satisfaction
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and protect doctors against burnout, while concurrently empowering
patients. We see this as a culture-building task that will require system-
level changes, bottom up by education and training, and top-down by
rewarding healthcare environments in which patients and doctors feel
safe and feel they belong.
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